cold, and as a clinician I am similarly unimpressed.
Consider for a moment a lesion so common and so accessible as carcinoma of the breast. A recent communication' informs us-as some of us had long suspected-that dissection is still the best way of clearing malignant glands from the axilla, and that even when pushed to extremes it usually does more good than harm. This, of course, is in flat contradiction to the Edinburgh school, and in partial disagreement with most teaching in the south, where the radical operation has lost popularity and even the modified radical seems to be under criticism. Surely these contradictions could be minimized if the reports (1) Two patients with initial blood ureas above 600 mg./100 ml. and one above 800 mg./l00 ml. (2) Six severely burned children producing 0.8-1.0 g./kg./day of urea maintained at blood ureas of 100 mg./100 ml. to 180 mg./100 ml. for up to ten days. (3) Peritoneal dialysis in children is no more difficult than in adults; we have dialysed one 21-day-old infant in traumatic renal failure and 14 other children and infants. (4) Peritoneal dialysis can be set up more rapidly than any form of haemodialysis (about 15-20 min.), as in the recent case of a man whose plasma K+ was successfully reduced from 10.4 mEq/l., in spite of cardiac arrest early in the procedure.
Drs. Flynn and Bowden correctly point out that for units already possessing an artificial kidney designed for the " TwinCoil" Travenol kidney the Chron-a-coil has much to offer; but for the majority of service hospitals now treating acute renal failure the best way to " simplify dialysis and dialyse more often," as they rightly advocate, is to use peritoneal dialysis. In addition, the management of their overhydrated patients will be simpler, since the Chron-a-coil has a very poor capacity to remove water. SIR,-I was very interested to read of the experiences of-Squadron-Leader C. T. Flynn and Dr. C. H. Bowden (5 November, p. 1109) with the Chron-a-coil kidney, as I also have been using this. There are three points I would like to comment on.
Drs. Flynn and Bowden suggest that one of its drawbacks is the need to prime with blood, although they have used saline frequently " with increasing experience." Faced with the same problem of avoiding hypotensive episodes and trying to avoid loading with salt, I have used low molecular weight dextran to prime the coil and have found this very successful.
Secondly, I have found it difficult to remove sufficient quantities of excess fluid and was interested to see that they run their coils with a circuit pressure of 200 mm. Hg and with 800 mg. of glucose per 100 ml. dialysing fluid. The latter is simple, but I would be worried about running coils at 200 mm. Hg, as they do occasionally rupture; two in my last 50 have burst. One was undoubtedly my fault, but the other I think was due to a defective coil. In their paper they do not mention any such bursts; do they have any ?
Finally, I am very impressed with the Chron-a-coil, as it seems to be relatively safe and easy to run, especially if one has "blood in the bath " monitor and a circuit pressure cut-out. I have often run up to 14 hours and find that "dialysis disequilibrium " occurs slowly and the patient's symptoms are nearly as good a guide as biochemical monitoring to indicate when to cease dialysis in the case of the patient with chronic renal failure on a chronic dialysis programme.-I am, etc., Royal Sussex ANTHONY TRAFFORD.
County Hospital, Brighton.
Death Following Ambi'lhar Therapy SIR,--A male child aged 17 months weighing 23 lb. 14 oz. (11 kg.) recently died in the Mwanza General Hospital following Ambilhar (niridazole) therapy.
The child was admitted to hospital nine days prior to death suffering from fever and dysentery. A blood slide showed malarial parasites and the haemoglobin was 9.3 g./100 ml. At this stage treatment consisted of chloroquine, sulphadimidine, mist. ferrous sulphate, and aspirin. The dysentery continued and streptomycin and mist. kaolin therapy commenced. Schistosoma mansoni ova were then discovered in the stool. All other treatment was stopped and Ambilhar, three-quarters of a tablet daily, was given. This dose was equivalent to 34 mg./kg. of bodyweight per day. Shortly after the third dose the child started twitching and half an hour later developed convulsions. The condition deteriorated and death occurred five hours later.
Post-mortem showed extensive liver haemorrhages, subcapsular kidney haemorrhages, and one small doubtful petechial haemorrhage in the mid-brain. The sigmoid colon contained blood. Mesenteric lymphadenopathy was marked and there were numerous schistosomes in the mesenteric vessels. Much of the small intestine was covered with small subserous nodules. Tissue hydrolysis revealed the egg load per grmame of portions of the sigmoid colon to be 1,493, small bowel 703, and liver 558. Numerous 
